SUMMARY Interbody fusion for stabilization of the cervical spine after osteomyelitic destruction of the body of C5 vertebra is reported in a patient with quadriplegia and sphincter disturbances secondary to an epidural abscess. The successful union of the bone graft along with complete neurological recovery after anterior decompression and evacuation of the epidural mass seem to justify the procedure.
The management of cervical osteomyelitis complicated by spinal epidural abscess was reviewed in a number of papers (Allbrook, 1949; Durity and Thompson, 1968; Hutton, 1956; Rimalowski and Aronson, 1968) , stressing the extreme urgency of the condition and the generally disappointing results of surgery. The standard posterior approach by laminectomy was generally used to decompress the spinal cord.
When, however, the epidural abscess develops in association with a compression fracture and dislocation of the vertebral body due to osteomyelitic destruction as in the following case, the posterior approach is obviously inadequate for a thorough debridement. The successful treatment of an epidural spinal abscess complicated by osteomyelitic destruction of the C5 vertebral body by the anterior approach is pres-ented. An autogenous bone graft was used to fill the gap caused by the removal of the destroyed vertebral body and adjacent discs. The satisfactory union of the bone graft and the remarkable neurological recovery prompted this communication. LABORATORY DATA The blood showed a sedimentation rate of 56/85 mm (Westergren), haemoglobin 10-9 g/100 ml., haematocrit 36%, WBC 8,300/mm3 with a normal differential, glucose 110 mg/100 ml., blood urea nitrogen 44 mg/100 ml., chloride 108 m-equiv/l., sodium 152 m-equiv/l., potassium 4-2 m-equiv/l. The urinalysis was normal. On admission the patient was given penicillin 12 Mu intramuscularly, streptomycin 0 5 g b.d. and erythromycin 3 g intravenously.
On the night of admission he was operated upon under general, endotracheal anaesthesia. A transverse skin incision was made and, after dissection of the neck muscles, the trachea and oesophagus were retracted medially and the anterior surface of the vertebrae exposed. Upon opening the oedematous, bulging anterior longitudinal ligament, several pockets of pus were encountered in amorphous yellow-red granulomatous tissue which was dissected free to uncover the anterior surface of the vertebrae.
Fragments of destroyed bone of the body of C5 vertebra, disc fragments, and detritus were radically curetted out until healthy cancellous bony surfaces of C4 and C6 vertebrae were seen. Several minute pockets of pus and a filmy fibrinous coating were removed from the anterior surface of the dura mater.
A large iliac bone graft, modelled in the form of a vertebral body, was used to fill the empty space between the surfaces of the partially resected anterior C4 to C6 vertebral bodies (Fig. 4) Stock, Fang, and Ong, 1960; Mullan, Naunton, Hekmat-Panah, and Vailati, 1966; Seres, 1968) . No reference was found in the available literature to successful use of this procedure in an actively osteomyelitic wound bed. Placing of a bone graft in these circumstances carries a high risk, since it may complicate the osteomyelitic process.
The successful union of the graft in our case was probably due to a number of factors: (1) careful eradication of any visible infected granulomatous and necrotic tissue; (2) exposure of healthy cancellous bony surfaces of the adjacent vertebral bodies to the graft; (3) prolonged use of antibiotics.
Although stainless steel (Senning, Weber, and Yasargil, 1962) or acrylic (Scoville, Palmer, Samra, and Chong, 1967) may theoretically be more suitable graft materials in the presence of infection, we elected to do the interbody fusion with an autogenous bone graft because it is less likely to act as an inert foreign body.
